H uman resources managers, risk managers, and occupational health personnel understand much of their workload focuses on employees with behavioral problems. In fact, working with these individuals is often their most challenging work. Individuals with a behavioral problem may exhibit risky or bizarre behavior, have decrea sed concentration, have an inability to function as a team member or perform an assignment to an acceptable level, and have numerou s unresolved disability claim s. Other behaviors include conflicts with coworkers, customers, and supervisors; preoccupation with non-work related issues; unsafe acts, poorly defined medical problem s; angry or threatening outbursts; isolation; or complaints of stress. These employees create serious problems for their employers, are less productive, distract their supervisors, and cause a ripple effect impacting the entire work team. Often, the occupational health nurse becomes aware of contributing factors or warning signs, and is faced with the challenge of providing a recommendation to team members for intervention. The estimated prevalence of behavioral disorders among adults in the United States is 29.5%, affecting in excess of 52 million people each year. Of these individual s, 22.9 % have a diagno sable mental disorder, 11.3% have a substance abuse disorder, and 4.7% have both (Mills, 1997). These numbers do not include the millions of individual s who have significant interpersonal problems not caused by a diagno sable mental disorder.
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Behavioral problems have many different causes. Depression is extremely common and manifest s in several forms including major depression, dysthymia, and bipolar illness. Alcoholi sm and drug dependencies affect more than 10% of the working population (Hales, 1999) . Post traumatic stress disorder may be caused by a traumatic workplace event, such as a robbery, or may be a result of a non-work related event, such as a severe automobile accident or natural disasters such as a hurricane or earthquake. Some individuals have maladaptive personality traits, called personality disorders. Personality disorders include antisocial, narcissistic, and paranoid per-CE ARTICLE sonalities. Individuals who have severe chronic medical illnesses such as, neurologic disorders, heart disease, chronic lung disease, and cancer have an increased incidence of psychiatric disorders. The prevalence of a psychiatric illness with these chronic medical conditions is between 30% and 40% (Academy of Psychosomatic Medicine, 1996) . Unfortunately, individuals who have both a chronic medical condition and a psychiatric illness, usually do not receive treatment for their psychiatric condition. (Regier, 1993) Despite 29% of the population having a mental disorder, half of these people never seek help for their illness (Regier, 1993) . Of those who do seek help, 44% receive their mental health care from the general medical system, not the mental health system . Unfortunately, the primary care system misses the diagnoses of depression, anxiety, and substance abuse in one third to one half of the clients in the United States (Rush, 1993; Higgins, 1994; Spitzer, 1994) and worldwide (Sartorius, 1993) . Wells (1994) reviewed three studies about the treatment of depression and concluded that both the quality of care and clinical outcomes were inadequate for care given in the general medical system. According to a recent report, only 14% of individuals receiving care for the most common mental health disorders met treatment standards (Wang, 2000) . Two studies found that 50% of clients with major depression treated in the general medical system were still depressed after one year (Schulberg, in press; Katon, 1995) .
In addition to these many diagnostic categories, there are also many employees with psychosocial issues that do not rise to the level of a diagnosis, but severely impact an employee's function and work performance. These include conflicts with supervisors and coworkers, job dissatisfaction, and a history of traumatic events leaving an employee vulnerable to future problems. Organizational factors, such as an autocratic management style, merger, or downsizing, also may contribute to creating an environment in which behavioral problems are more common as well.
COST OF BEHAVIORAL PROBLEMS
The Washington Business Group on Health reported that 25% to 35% of all disability is related to psychiatric illness, half due to depression alone (England, 1996) . The United Nations' World Health Organization and Harvard School of Public Health conducted a study on the causes of mortality and disability throughout the world (Murray, 1996) . In 1990, the leading cause of disability in the world was depression. Five of the top 10 causes of disability worldwide were psychiatric illness-534 es. In addition to depression these included alcoholism, bipolar illness, schizophrenia, and obsessive-compulsive disorder (Murray, 1996) . Depression costs the United States approximately $44 billion per year. Twenty-four billion dollars (55%) are borne by employers because of absenteeism and decreased productivity (Greenberg, 1993) . This means depression costs an organization with 10,000 employees approximately $1.8 million per year in absenteeism and lost productivity.
WARNING SIGNS AND RED FLAGS
The supervisor's perspective of an employee can reveal much about that employee's function in the workplace. Though anyone can have work performance issues, numerous or persistent problems increase the likelihood of either a psychiatric illness or unresolved psychosocial factors. The following are examples of employees whose work performance was compromised by psychosocial factors or diagnosed psychiatric illness, where an occupational psychiatrist may have added value.
Case 1
A man hired to work nights was diagnosed with depression and restricted by his physician to the day shift with no overtime for more than 2 years, with which the company agreed to comply. When the occupational health nurse became aware of this, she contacted an occupational psychiatrist to review the case. After speaking to his physician, it was determined the employee was no longer depressed and the restriction was removed.
Case 2 An employee intimidated other employees and made threatening comments. The occupational health nurse referred the employee for a fitness for duty examination. The clinician performing the examination determined that he had an antisocial personality, but did not present AAOHN JOURNAL a serious threat of violence. He was required to attend anger management classes to improve his coping skills. The employee was returned to work and held accountable for his behavior.
Case 3
A female driver was robbed after a physical altercation. She filed a workers' compensation claim for both her injured shoulder and stress. She was released to return to work after 4 weeks for the shoulder injury, but was still off work 1 year later with a diagnosis of post traumatic stress disorder (PTSD). If the occupational health nurse, working with the workers' compensation company, had referred the employee to a psychiatrist or other mental health professional with experience addressing PTSD immediately after the accident, this employee might have been returned to work much sooner.
Case 4
A 38 year old woman took a 4 month leave of absence after her mother's death. When she returned to work, still visibly upset about the loss of her mother, she claimed her female supervisor was harassing her and filed a stress claim. This claim was also accepted as no further investigation was initiated.
EVALUATION OF FUNCTION
Occupational health professionals know that symptoms and diagnoses do not always directly equate to the degree of disability. One employee with depression, low back pain, or chronic fatigue syndrome will never miss a day of work, while another individual will never return to work again. Moving beyond impairment and incorporating the Americans with Disabilities Act (ADA) in assessment of employees is crucial in determining their fitness for duty. Often, information is received from a physician or a therapist that is symptom related, and does not reflect the ability to function. For example, an employee with anxiety or depression may experience fatigue, loss of concentration, or irritability, but these symptons do not directly translate to ability to work. It is important to address the treating physician's documentation of functional capacity when employees' illnesses may be interfering with their work. Psychiatric Work Functions have been defined by California Workers' Compensation (Enelow, 1991) and may be used as a guide to evaluate an employee's ability to work. They include the ability to: • Comprehend and follow instructions.
• Perform simple and repetitive tasks. • Maintain a work pace appropriate to a given workload.
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• Perform complex and varied tasks.
• Relate to other people beyond giving and receiving instructions. • Influence people. • Make generalizations, evaluations or decisions without immediate supervision. • Accept and perform responsibility for direction, control, and planning. Not all of these apply to all jobs, and the last three pertain primarily to managerial functions. However, assessing work functions can help identify people early on with potential warning signs for employment problems.
CREATING PARTNERSHIPS
Occupational health nurses can be the catalyst for drawing in key managers to develop a process that helps identify employees with problems and get them the help needed before it affects work performance. Occupational health nurses have an opportunity to demonstrate how participating in the disability management process can provide a significant return on investment and assist in health care cost containment. Often, there are barriers and significant resistance to overcome when mental health is involved (i.e., stigma, undiagnosed mental disorders, compliance, education, awareness, mental health funding, and availability of treatment). However, quantifying and analyzing the current process for assessing and managing psychiatric disability builds bridges between management and occupational health services. This facilitates communication and teamwork among multiple parties. When professional, influential resources are brought into the workplace situation, the occupational health nurse's credibility is enhanced.
Initially, the occupational health nurse may choose to include the occupational psychiatrist on selected individual cases, involving human resources or the supervisor where appropriate. Demonstrated success with four or five cases may enable involvement in regular, periodic disability management meetings to discuss problem cases that have complex scenarios. Confidentiality guidelines and setting parameters related to the information discussed should be emphasized at every meeting. Only behavioral performance issues (current and past), restrictions, attendance, interactions with coworkers and supervisors, disciplinary action, workers' compensation information to the extent that it is common knowledge, employment and incident history, current job expectations, supervisor's perspective, for example, are discussed. The focus is on function, not health care issues. Health care providers may use behaviors described by team members to understand symptomatology and health This collaboration is the foundation for strategic action to resolution. Conference calls and regular communications are essential to the success of this process. Documentation of the behaviors and the resolution strategy with outcomes should be in the employee 's health record if the problem is identified as medical or mental health in nature.
Finding an Occupational Psychiatrist
The organization examines these issues to determine and differentiate among administration, employee relation, and health care issues. After internal resources are evaluated, the referral for psychiatric involvement for more input may be recommended, using the following criteria: • Poorly defined medical problems or vague or inappropriate medical restrictions . • Psychiatric illness or a psychiatric component to a medical illness. • Threat to self or others.
USE OF PSYCHIATRY TO CLARIFY THE BEHAVIORAL PROBLEM
When an organization is faced with a behavioral problem and decides to contact an occupational psychiatrist for assistance (see Sidebar for assistance in choosing a consulting psychiatrist), four levels of involvement may be requested. These include : • Talking with a psychiatrist about a problem. • File review. • Peer to peer consultation. • Regular meetings to proactively identify and manage problems.
Talking with a psychiatrist. In every large organization human resources and occupational health service s will have concerns about some employees. Occupational health nurses may call a psychiatrist with whom they have a working relationship to describe the performance and behavioral problem s of the employee and discus s the concerns. The response from a psychiatrist may be sufficient to clarify the issues and allow the occupational health nurse to work with staff to manage the employee without further input from the psychiatrist. The occupational psychiatrist acts as a consultant to the occupational health nurse without involving the employee with the problem or other health care providers . In this case, no release of information is needed .
CaseS
An employee, who was terminated 2 months prior, called his former supervisor saying he was no longer planning to kill anyone at work and wondered if he could get his old job back. The director of human resources called a psychiatrist for advice on how to handle this. The psychiatrist coached the director of human resources about how to talk to the former employee. After a follow up call to the employee there has been no further contact with the employee for 2 years.
Case 6
An employee, who had behaved in a strange manner in the past (e.g., talking to himself, intermittantly out of control with reality), was one of many employees laid off as a result of downsizing . After crying for several hours, the employee isolated himself and refused to leave the premises . The company called a psychiatrist for suggestions on how to handle the situation . A plan was formed to remove the employee from the company without using any force.
File review. Human resources and occupational health personnel periodically must face a serious behavioral problem in an employee . In consultation with the psychiatrist and other appropriate staff, a file review might be requested. Specific questions and concerns should be formulated so the occupational psychiatrist is aware of what parameters have been set and what to address while reviewing the file. A release of information must be signed by the employee before the psychiatrist can review the employee health record.
Case 7
An employee was off work for 5 months claiming depression. He was finally terminated because he did not provide medical documentation to Occupational Health Services as required. He then provided a letter from a psychiatrist who had never seen the employee until after he was terminated. The employee relations department discussed the case with the occupational health nurse. The employee's psychiatrist said the severe depression caused not only his 5 month absence , but also had rendered him incapable of communicating with the company and seeking treatment. The occupational health nurse referred the case to the occupational psychiatrist, who was asked to review the employee's personnel file from employee relations and the letter from the psychiatrist, then state an opinion about the validity of the psychiatrist's findings . The occupational psychiatrist disputed the psychiatrist's findings. Several indications in the personnel file supported the employee's ability to function well enough to communicate with his company. Additionally, he had sought treatment from another provider. An administrative law judge upheld the termination. NOVEMBER 2000. VOL. 48, NO. 11 
CaseS
The director of human resources received several anonymous letters with threats to kill the president of the company. The letters were written in a disorganized manner and were filled with paranoid statements. The occupational psychiatrist was asked to read the letters and be part of a conference call to discuss his interpretation of the letters and what action might be taken. The employee was identified, referred for psychiatric treatment, and subsequently terminated . The employee did not express any overt anger toward the company.
However, a private investigator was hired to conduct a "knock and talk" as a follow up with the employee to determine if the employee was still making threats.
Peer to peer consultation. When a manager and supervisor who work directly with a employee with problems discuss the issues with the occupational health nurse, the nurse may review available records and determine whether an occupational psychiatrist can play a further role. This might include speaking to both the employees with behavioral problem and their physician or therapist. By talking with the employee, the occupational psychiatrist may gain information about the nature of the problem, the type of treatment in which the employee has been involved (if any), the success or failure of that treatment, the employee's attitude about the workplace, and barriers appearing to prevent the employee's resolution of the problem. The psychiatrist needs to ask the employee to sign a release of information giving permission for the psychiatrist to speak directly with the employee's treatment providers and the occupational health nurse.
When talking to the treatment provider, the occupational psychiatrist clarifies the employee's symptoms, diagnosis, and treatment. The occupational health nurse provides a description of the employee 's job responsibilities to the occupational psychiatrist and the employee's health care provider, so they may discuss the employee's ability to function at work. Conversations with providers are collegial and are intended to assist the treatment provider by creating an opportunity for two colleagues to talk about how to move the case forward. They may discuss changes in the treatment plan as well as appropriate return to work plans. Following these conversations, the occupational psychiatrist reports the recommendations about the employee's ability to return to work to the occupational health nurse.
Case 9
A female employee was diagnosed with a mild depression by her family doctor 2 years prior and placed on a restricted schedule (Monday to Friday) with limited hours (10 a.m. to 3:30 p.m.). An occupational psychiatrist spoke to the family doctor who reported the woman was refusing medications and was not improving. He agreed to refer the employee to a psychiatrist for evaluation and treatment. The psychiatrist who did the evaluation reported the female employee disliked her job but was not clinically depressed. She recommended brief counseling then cleared the employee to return to work full time.
Case 10
A female employee, who had been off work for 3 months with depression, was scheduled to return to work. Instead of returning, she brought a note from her physician extending her leave for another month. An occupational psychiatrist spoke to her physician who stated he "was afraid to return the employee to work." However, he believed she could perform part of her job, but not all of it. After talking to the occupational psychiatrist, the physician agreed to return her to work on a limited basis. She worked 4 hours per day for the first 2 weeks and received assistance with her more difficult assignments. Her work schedule was re-evaluated after 2 weeks. At that time, she resumed her regular full time schedule and her work performance was excellent.
Regular meetings to proactively identify and manage problems. Reporting systems may already be in place that can be used to more easily identify employees in high risk areas or those with an increased likelihood of behavioral problems. For example, do a high percentage of disability claims come from a single department? Which area has the most significant number of customer complaints? One large company identified employees with a history of frequent vehicular accidents through an already existing computer database. Of these employees, those with other known problems had tailored interventions recommended, with the specific goal of reducing the number of vehicular accidents. This was a proactive process to help identify potential cases for earlier intervention and prevention of more serious consequences to the individual and the organization.
INTERVENTIONS
The occupational psychiatrist must gain an understanding of the employee with the problem behavior prior to suggesting an intervention. The occupational psychiatrist must try to distinguish an employee who is upset from an employee with a serious problem requiring professional help. The psychiatrist may recommend several interventions.
Employee Assistance Program (EAP). Many employees with personal problems or problems with per-538 formance can be referred to the EAP. After discussing an employee with a problem, it may be determined that a referral to an EAP is appropriate.
Case 11
A female employee with a good work record had a history of increasing absenteeism that occurred after her third divorce. It was suspected the woman might have a problem with alcohol abuse. When asked if a fitness for duty examination was appropriate, the occupational psychiatrist recommended referring the employee to the EAP first and combining that with disciplinary action if the absenteeism continued.
Training. Frequently organizations have internal training programs or the ability to refer employees for further training. Training may be useful when it appears the employee's lack of skill is contributing to the behavioral problems.
Case 12
A manager with a good work history was promoted and transferred to another location. He began having conflicts with employees in the new location, with some individuals reporting his behavior as erratic. A senior manager from another location evaluated the situation and wrote a report. The occupational psychiatrist was asked to review the report to determine if this employee had a psychiatric illness or would benefit from a managerial training program. The decision was to send the manager to a training program to increase his management skills. This was an effective and positive strategy that benefited the employee, increasing his competence and ability as a manager.
Medical fitness for duty examination. After reviewing information about an employee with problems, an occupational psychiatrist believes the evidence points to a health problem as the cause of the behavioral and performance problem. The employee is then referred for a medical fitness for duty examination through the occupational health service.
Case 13
A woman, known to have a psychiatric illness, was having increasing problems with her balance and had two recent accidents. A referral to the EAP had not resulted in a positive change. The occupational psychiatrist recommended a medical fitness for duty examination, rather than a psychiatric fitness for duty examination. She was found to have a neurological condition that was believed exacerbated by psychiatric medications. When the medications were adjusted, her equilibrium problems only improved slightly and she was eventually placed on restriction where she could no longer drive a company vehicle. Two physicians (a neurologist and psychiatrist) were treating different problems, but neither physician was addressing her ability to perform a safety sensitive job.
Communicating with the treating physician. A conversation with the employee's physician is a powerful tool to ensure effective medical treatment focusing on improving the employee's function, not just symptoms and diagnosis. A change in the treatment plan, referral to another specialist, or change in work restrictions may be necessary before an employee can successfully return to work.
Case 14
An employee with a history of erratic and intimidating behavior was released to return to work with a diagnosis of depression and a restriction of "no stress." The occupational psychiatrist talked to the employee, and with his permission, talked to the Urgent Care Clinic returning him to work. The clinic physician had seen the employee only one time and said the employee had been receiving most of his treatment from a psychiatrist. The employee gave permission for the occupational psychiatrist to talk to his psychiatrist. The treating psychiatrist stated that the employee might be depressed, but that he also had an active drug addiction problem and an antisocial personality disorder. His return to work was denied until his psychiatrist certified he had completed a drug treatment program. At that point the employee signed a Last Chance Agreement with the company, agreeing to submit to random testing for 3 years.
Appropriate discipline. When an employee experiences a performance problem or behavioral problem, the organization may be reluctant to institute disciplinary action consistent with company policies. Depending on the type of behavior exhibited, the corporation may first want to discuss how discipline might impact the employee in question.
Case 15
A female employee, who had been intermittently unstable, violated company policies many times. The company was afraid to discipline her for fear it would "push her over the edge." With the employee's permission, the occupational psychiatrist spoke to the woman's therapist, who assured the psychiatrist that the woman was not "on the edge." The company proceeded with disciplinary action as appropriate.
Safety audit. The safety staff may observe an employee's work performance during a routine safety audit and note problems with concentration, risk taking NOVEMBER 2000, VOL. 48. NO. 11 behavior, or other unsafe work acts when the employee has exhibited problems in the workplace.
Case 16
A female driver with a history of safety violations and recent accidents was referred to an occupational psychiatrist for a fitness for duty evaluation. No documentation was found related to previous workplace problems. The occupational psychiatrist first recommended a safety audit. A safety analyst assigned to ride with her for an entire work shift noted numerous unsafe actions. Human resources personnel and the occupational psychiatrist reviewed the safety report. Because of the nature of the violations, the documentation supported a request for a psychiatric fitness for duty examination, which when completed, found the woman unfit to drive. She was reassigned to a non-driving position but chose to resign.
Behavioral coaching. When handling an employee with problems, a supervisor is frequently uncertain about how to handle the situation. Should the employee with problems be treated the same as another employee, ignored with the hope the behavior will improve, or given more attention and support in hopes of helping the employee overcome the problem? An occupational psychiatrist can provide guidance and support in these situations, thus teaching the supervisor how to handle the problems in a straightforward manner without reacting inappropriately.
Case 17
A female employee was sexually harassed by a coworker. The coworker was demoted and moved to another location but the woman did not return to work. Referral to the EAP did not change her work status. The occupational psychiatrist acted as a mediator to initiate a series of conversations between the harassed employee and her male supervisor so the woman could willingly return to work.
Case 18
A female supervisor tried to discipline an employee for absenteeism and poor job performance. Her style was intrusive and overly personal. This allowed the employee with the problem to file grievances against her supervisor and prevented the supervisor from holding the employee accountable for her actions. At the request of the occupational health nurse, the occupational psychiatrist began communicating with the employee with the problem and her physician. Her physician was only minimally involved in her case. Most of her treatment was from a psychiatrist who reported the employee was unstable and out of compliance with her treatment. Based on this report. the occupational health nurse advised the supervisor to have minimal contact with the employee and not to discuss personal issues. The medical leave was continued and she was kept off work until her condition stabilized. Ultimately, her psychiatrist recommended the employee not return to work for this company.
Psychiatric fitness for duty examination. An occupational psychiatrist may be asked to perform psychiatric fitness for duty examinations or to help clarify whether a psychiatric fitness for duty examination is appropriate. This may be necessary: • An employee with a problem is not seeking help voluntarily. • Concern exists about the safety of the employee or coworkers. • The treating physician or provider has made statements, or written a report that conflicts with the facts of the case. • No medical input is available, because the treating physician cannot be contacted or will not respond to inquiries. A psychiatric fitness for duty examination provides an objective opinion about the nature of the problem. the diagnosis (if there is one), the treatment plan, and whether the employee is able to work, either with or without restrictions.
Case 19
A man and woman worked together. The man became obsessed with the woman and wanted to have a relationship. She refused and he began stalking her. When she told him to stop. he said he could not, and made a gesture as though he was going to hit her. The woman reported this to the vice president of human resources. After discussing this with an attorney, an occupational psychiatrist was asked to perform a psychiatric fitness for duty examination. The psychiatrist determined it was not safe for this man and woman to work together. The man with the obsession was not fit for duty and was separated from the company. He was able to obtain another job soon after.
Case 20
A 58 year old employee had a history of antagonizing customers. His supervisor had not held him accountable. Finally, a female coworker reported he had threatened to kill her. A psychiatric fitness for duty examination diagnosed him with a bipolar disorder and found him unfit for work. He was required to seek psychiatric treatment. He claimed he was not bipolar; rather he suffered from fibromyalgia and chronic fatigue syndrome.
540
Because he never complied with the required psychiatric treatment , he was unable to return to work and was eventually terminated.
DEFINING THE PROCESS
The value of using psychiatric consultation becomes evident with stakeholders when positive outcomes occur. Once comfortable with the process. the nurse can develop a flow chart or decision tree based on utilization experience to meet the workplace needs and help structure the information going to the psychiatrist.
Throughout this process, the occupational psychiatrist and occupational health nurse need to document all contacts and decisions. A log documenting significant events, not personal details, should be kept. This demonstrates an effort was made by a number of different people to clarify and resolve the problem and to facilitate appropriate recommendations for treatment, accommodation, and follow up. If challenged at some point, the documentation may be useful to reconstruct the facts if an administrative hearing or a court proceeding occurs.
Case 21
A female employee was terminated for not showing up to work. She sued the company, claiming her psychiatrist had told her she was depressed and was not fit to work for a period of time. The occupational psychiatrist had records indicating that the employee's psychiatrist had never declared her unfit for duty, and that multiple attempts were made to return her to work. These attempts included well documented phone calls and letters.
CONCLUSION
Proactive intervention for employees, the importance of an effective, select team and input from management can produce positive outcomes for both the employee and employer. Occupational health professionals must be mindful of the warning signs of behavioral risk, help clarify the issues and take a second look at function in the workplace while participating with the work team. The occupational health nurse can facilitate the team and encourage participation by the various stakeholders to effectively handle employees who have problem behaviors, impaired function, and cause safety concerns. With this proactive involvement, a successful pattern can be established, enabling the team to manage these problems with minimal disruption to workflow and maximum assistance to the employee. The occupational health nurse serves as the professional who identifies and accesses the occupational psychiatric expertise when the warning signs appear. 
IN SUMMARY

Behavioral Risk Management: A Partnership Between Occupational Health Nursing and Occupational Psychiatry
This issue of the AAOHN JOURNAL contains a Continuing Education Module on "Behavioral Risk Management: A Partnership Between Occupational Health Nursing and Occupat ional Psychiatry." 1.3. contact hour of continuing education credit will be awarded by AAOHN upon successful completion of the postlest and evaluation.
A certificate will be awarded and the scored test will be returned when the following requirements are met by the participant: (1) The completed answer sheet is received at AAOHN on or before November 30 , 2001 ; (2) A score of 70% is achieved by the participant;
(3) The answer sheet is accompanied by a $10 processing fee. Allow up to 4 weeks for processing. Expect up to 6 weeks for delivery of the cert ificate .
Upon completion of this lesson , the occupational health nurse will be able to:
1. Outline the epidemiology and costs of behavioral problems.
2. Describe the components of evaluation of ability to function at work.
3. Identify the levels of involvement of the occupational psychiatrist.
4. Define the roles and interventions of the occupational health nurse and occupational psychiatrist in behavioral risk management.
AAOHN is accred ited as a provider of continuing education in nursing by the American Nurses Credentialing Center's Commission on Accreditation. Alabama provider number ABNP0063. California provider number CEP9283. Louisiana provider number LSBN3.
Contact hour credits received for successful completion of the postlest and evaluation may be used for relicensure , certification, or re-certification.
Directions: Circle the letter of the best
answer on the answer sheet provided. (Note: you may submit a photocopy for processing.) 1. It is estimated that the prevalence of behavioral disorders among American adults is approximately (Mills, 1997): 8. The nurse must obtain a release of Information from the employee for all of the following activities with an occupational psychiatrist except: A. File review. B. Peer to peer consultation. C. Talking with a psychiatrist. D. Consulting with treatment providers for ability to function at work.
9. An employee with a major depression has been suicidal and under treatment. The nurse and the occupational psychiatrist talk to the treating physician to determine ability to return to work. This exemplifies which level of involvement? A. Consultation with a psychiatrist. B. Peer to peer consultation. C. File review. D. Psychiatrist involvement in regular meetings.
10. The occupational health nurse assesses that a female employee who washes her hands so often that she cannot complete her work assignment may have an obsessive-compulsive disorder. The nurse consults with the occupational psychiatrist to recommend: A. Behavioral coaching. B. Job training. C. A medical fitness for duty examination. D. A psychiatric fitness for duty examination.
